The incidence of Crohn's disease in children seems to be increasing1'2 whilst that of ulcerative colitis is stable. When a child is suspected to have inflammatory bowel disease, a firm diagnosis is required if inappropriate and potentially hazardous therapy is to be avoided.
CASE HISTORIES Case I
A 9-year-old boy was seen by his local hospital paediatrician with a nine-month history of intermittent diarrhoea and vomiting, abdominal pain, anorexia and weight loss. He appeared unwell and thin, his weight having fallen from the 50th centile to the 9th centile. There was a firm mass in his right iliac fossa and he had a midline anal fissure with an associated skin tag. He was anaemic (haemoglobin 8.7g/ dL), platelet count was high (627 x 109/L) and C-reactive protein was raised (32 mg/ L). A small bowel enema was reported as showing typical features of terminal ileal Crohn's disease with cobblestoning, thickened mucosa and rosethorn ulcers (Figure 1 ). He was started on budesonide 9 mg daily together with vitamin and calorie supplements. His symptoms initially improved and he gained weight. A few weeks later he was referred to our unit for colonoscopy when it was noted that he had lost more weight; he remained anaemic with raised inflammatory markers. Liver function tests including plasma albumin were normal. Colonoscopy revealed macroscopically normal large bowel mucosa as far as the caecum where there was a firm nodular mass. Multiple biopsies from this area and from within the terminal ileum yielded non-specific inflammatory/necrotic tissue only. An abdominal ultrasound scan showed a large inflammatory bowel-related mass in the right iliac fossa associated with a moderate ipsilateral hydronephrosis. At laparotomy a fixed caecal mass was identified, extending into the ileocolic mesentery and infiltrating the right gonadal vessels. There was no evidence of additional intraabdominal tumour spread and a right hemicolectomy was undertaken, leaving only a fragment of tumour in lymph nodes adjacent to the origin of the superior mesenteric vessels. The tumour proved to be a B-cell lymphoma showing cellular degeneration and apoptosis that was probably due to the preoperative steroid treatment. Further investigations demonstrated no additional disease. The patient underwent chemotherapy according to the United Kingdom Children's Cancer Study Group guidelines for treatment of mature B-cell lymphoma (FAB LMB 96 protocol group B) and had no evidence of recurrent disease six months after completion of treatment.
Case 2
A previously healthy 8-year-old boy was referred to his local hospital with a one-month history of intermittent abdominal pain, tenesmus, and loose stools containing blood and mucus. Investigations included negative stool cultures and a normal full blood count and C-reactive protein. Contact bleeding was observed at proctoscopy and a barium enema was reported as showing possible mucosal inflammation suggestive of colitis. The patient was treated with prednisolone 30mg daily and two weeks later underwent a rigid sigmoidoscopy at which granular oedematous mucosa was identified. However, rectal biopsies were reported as normal. The symptoms improved E-e cziõ 4 589 only slightly, and after one month he was started on Predsol enemas (20 mg at night), with reduction of his oral steroid dosage. He was temporarily treated with mesalazine but this was discontinued because of side effects. Three months after presentation his steroids were discontinued, but they were restarted when symptoms recurred two months later.
Six months after onset of symptoms, the patient was referred by his general practitioner to our unit for a second opinion. A colonoscopy was undertaken and found to be normal apart from a 2.5 cm juvenile polyp in the descending colon which was removed by diathermy snare. Histological examination confirmed complete excision of a benign juvenile polyp. Thereafter, the boy's symptoms resolved completely and two years later he remains well. COMMENT The diagnosis of inflammatory bowel disease in children, particularly Crohn's disease, may be very difficult and occasionally requires repeated investigations over a period of time3. Correct diagnosis is needed if inappropriate treatment is to be avoided. Both our patients were treated with systemic steroids for unconfirmed inflammatory bowel disease, the second for several months. In patient I there was a delay in diagnosis of a condition in which prognosis is related to tumour burden at presentation4. Earlier diagnosis might have allowed complete surgical resection of the tumour and all involved lymph nodes, permitting less toxic chemotherapy with fewer long-term hazards. The treatment with steroids caused difficulty in accurate staging of the lymphoma.
In children with suspected inflammatory bowel disease, after routine stool cultures and haematological investiga-tions5 the most relevant investigations are endoscopy with biopsy and labelled white cell scanning6. Whenever possible, the diagnosis should be confirmed by histology; only rarely should the diagnosis of Crohn's disease be accepted in the presence of negative histology and then the diagnosis should be reviewed regularly6. Evidence-based guidelines for the initial biopsy diagnosis of chronic idiopathic inflammatory bowel disease have been published by the British Society of Gastroenterology in an attempt to improve the accuracy of diagnosis from colorectal biopsies and these should help to avoid errors from erroneous histological interpretation7.
Lack of histological confirmation of inflammatory bowel disease in children is not an isolated problem. In a preliminary report from the UK's Paediatric Inflammatory Bowel Disease Register set up under the auspices of the British Society of Paediatric Gastroenterology and Nutrition, histological confirmation was not obtained in 4 of the 1 12 cases registered during the six month period beginning 1 May 19978. Our two cases demonstrate that this may have adverse consequences.
Colonoscopy is superior to rigid sigmoidoscopy and an attempt should be made to biopsy the terminal ileum in all cases of suspected Crohn's disease. Such patients should also undergo upper gastrointestinal endoscopy and biopsy, which increases the histological yield still further9 10. A barium follow-through examination is highly insensitive by comparison with ileoscopy and biopsy in the diagnosis of childhood Crohn's disease1 1. In one recent prospective study of children with suspected inflammatory bowel disease, both technetium-99m hexamethyl-propyleneamine oxime labelled white cell scan and colonoscopy with biopsy were significantly more specific and sensitive than barium follow-through examination for ileocolonic disease6. A barium enema is almost a redundant examination in the diagnosis of colitis in children12, but barium studies do have a valuable place in the management of Crohn's disease in children by defining anatomy and demonstrating strictures and fistulas. Ultrasound scanning and computerized tomography can also be useful in complex cases13.
Particular care is needed when assessing the child with a right iliac fossa mass, since the differential diagnosis includes an appendix mass, Crohn's disease, abdominal lymphoma and rare conditions such as ileocaecal tuberculosis and chronic intussusception. Ideally, children with suspected inflammatory bowel disease should be assessed in a paediatric unit experienced in investigating and managing these conditions. A multidisciplinary assessment, with correlation of clinical, endoscopic, radiological and pathological features, should help to avoid misdiagnosis and inappropriate management. A woman aged 29, in the 15th week of her second pregnancy, was referred because of breathlessness for 4 weeks. There was no sputum production or chest pain. Previously fit and well, on no medications, she was an exsmoker of 20 cigarettes per day for 15 years, having given up at the start of the pregnancy; there was no history of domestic or occupational exposure to pathogens or toxic materials. On examination she was breathless at rest, with tachycardia and finger clubbing. She was apyrexial and blood pressure was normal. Fine end-inspiratory crackles were heard in the right axilla.
There was a mild neutrophilia and the erythrocyte sedimentation rate was raised at 72 mm/h. Renal function was normal and serum assays for angiotensin converting enzyme, rheumatoid factor, antinuclear factor, ANCA, ._. 
